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Abstract
Despite  numerous  studies  on the  incidence  and  effects  or incest,  little
information  exists  on treatment  effectiveness.  This  study  employed  an ex  post
Tacto  program  outcomes  design  using  a records  review  to evaluate  a
Midwestern  Family  Sexual  Abuse  Treatment  Program  (FSATP).  Outcomes
examined  included  clients'  status  at case  closing  and  progress  on 10  program
goals  from  a Likert-type  Clinical  Rating  Scale.  Significant  positive  relationships
were  found  between  the  length  of treatment,  quantity  of family  and  group
treatments,  and  the  status  at case  closing.
These  findings  suggest  that  the  FSATP  should  consider  the  following
changes:  5 ) increase  the  range  of family  participation;  2) improve  tracking  or
clients  who  do not  return;  3) reduce  the  age  ranges  in the  victim  groups;  4)
improve  consistency  in client  records.  The  evaluation  provided  initial  empirical
support  for  an integrated  model  of treating  incest,  but  ongoing  efforts  are
needed  to monitor  the  effect  of treatment.
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Chapter  One:  Introduction
Incest  occurs  by definition  in the  context  of family  relationships  and  as
such,  treatment  approaches  have  aimed  at healing  the  damage  at both  micro
and mezzo  levels.  Family  treatment  of incest  has become  a dominant
intervention  in the  field  (Keller,  Cicchinelli,  & Gardner,  1 990;  Barrett,  Trepper,  &
Fish, 1989),  but  there  is more  clinical  theory  than  empirical  research  in the
available  literature  (Beutler  & Hill, 1992).  It is this  lack  of research  on client
treatment  outcomes  that  impedes  both  program  development  and  potentially,
service  to clients.  The  following  chapter  will describe  the development  or the
incest  treatment  field,  estimates  on the prevalence  of incest,  and  the  critical  role
of program  evaluations  for  the refinement  of treatment  methods.
Development  of the Field
The  sexual  use of children  by adults  is an ancient  problem,  one  which
dates  back  far  earlier  than  tiie  social  work  literature  (Conte,  1991  ). Interest  by
practitioners  and researchers  in incidence,  effects,  and treatment  methods  is a
much  more  recent  phenomenon.  Newer  still is empirical  support  for  the
effectiveness  of intervention  methods  (Hyde  & Bentovim,  1995;  Fantuzzo  &
Twentyman,  1986).  According  to Sgroi,  "therapists  and  treatment  programs
have a responsibility  to monitor treatment  outcomes  over  time"  (1982,  p. 265).
In keeping with  that  responsibility,  this  research  was  aimed  at evaluating  the
effectiveness  of a family  sexual  abuse  treatment  program.
As a field  of practice,  intrafamilial  sexual  abuse  began  to grow  in the
4 970s and widespread  awareness  expanded  to the general  public  throughout
the next decade (Conte, 1991  ; Levitt,  Owen,  & Truchess,  1991  ). At the  time  of
this writing,  incest  is recognized  as both  a result  and  a cause  of significant
psychosocial  stress  and as such,  is worthy  as the  subject  of further  inquiry
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(Trepper  & Barrett,  1989).  According  to Conte,  "it  is safe  to say  we have
reached  the  end  of the beginning"  as a developing  field  (1991,  p.12).
Extent  of the  Problem
As definitional  inconsistencies  still plague  the  field,  information  on the
extent  of the problem  is difficult  to pinpoint  accurately  (Trepper  & Barrett,  1989).
Estimates  of the  incidence  of incest  range  from  7% of the adult  population  to
62%  of all women.  Some  of this  disparity  can  be explained  by sample  type,  but
the degree  to which  that  applies  is not known  (Haugaard  & Emery,  1989).
Moreover,  it is often  problematic  to compare  research  efforts  to obtain  a more
accurate  count  due  to research  design  issues  (Haugaard  & Emery,  1989).  In
addition,  many  studies  use clinical  populations  where  the use of non-
representative  samples  becomes  an issue  (Trepper  & Barrett,  1989).
Despite  these  difficulties,  it is generally  accepted  that  incest  is "a large
part  or a great  many  Families'  life experience"  (Trepper  & Barrett,  1989,  p. 2).
Furthermore,  there  is agreement  that  intrafamilial  sexual  abuse  is one  of the
most  difficult  problems  to treat  (Powell  & Ilett, 1992),  citing  a high  number  of
presenting  problems  (Gilgun,  1992),  resistance,  and  lack  of motivation  for
treatment  (Sgroi,  1 992;  Powell  & Ilett, 1992).  It is this  complexity  that  makes
incest one  of the  most  enigmatic  problems  facing  this  society  (Trepper  & Barrett,
1989).
Importance  of Evaluation
Because  of the  relative  newness  of the  field,  the intervention  methods  are
even  newer  still and, as yet, largely  untested.  Treatment  effectiveness  has been
identified  as "one  of the  major  unknown  variables  in this  field"  (Bringewatt,
1991,  p. 32). There  is a lack  of data  on factors  associated  with  successful
treatment  (Powell  & Ilett, 1992)  and little  literature  regarding  families  who  have
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completed  a treatment  program  (Woodworth,  1991  ). As professionals,  social
workers  bear  a responsibility  to build  not  only  the knowledge  base  on incest,
but  also  to evaluate  ongoing  programmatic  and  therapeutic  efforts  (Powell  &
Ilett, 1992).
In addition,  program  evaluation  may  be conceived  of as fundamentally
different  from  other  types  of research.  According  to Patton,  it is
undertaken  to inform  decisions,  clarify  options,  reduce  uncertainties,
and  provide  information  about  programs  and policies  within  contextual
boundaries  of time,  place,  values,  and  politics...Research  is aimed  at
truth.  Evaluation  is aimed  at action.  (1986,  p. 14)
As practice  must  be informed  by theory-based  knowledge,  programs  need
specific  information  on their  effectiveness  in addition  to general  knowledge
about  treatment  (Bander,  Fein, & Bishop,  1982).  Bander  et al. (1982)  also  noted
that  evaluation  can serve  a monitoring  role  to assure  that  implementation  issues
do not adversely  affect  treatment.
Research  Question
The  focus  of this  research  was  to provide  preliminary  empirical  data  on
client  treatment  outcomes  and  the  effectiveness  of a multiple  systems  treatment
model  of addressing  incest. The  question  the  evaluation  was  designed  to
answer  is: What  is the relationship  between  service  characteristics  and  client
outcomes  in the  Family  Sexual  Abuse  Treatment  Program  (FSATP)?  The
purpose  of the resulting  data  will be to continue  to refine  the  program  under
study  and ultimately,  to improve  services  to clients.
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Chapter  Two:  Literature  Review
The  literature  on intrafamilial  sexual  abuse  has  progressed  from
exploratory  studies  on incidence  and  causal  factors  to reports  on specific
treatment  program  approaches  (Trepper  & Barrett,  1989).  Much  of the
remaining  research  is descriptive,  with  small  samples  that  focus  on the
characteristics  of victims  and  families  (Vander  Mey  & Neff, 1986).  Some
authors  assert  that  the  existing  literature  is atheoretical  (Vander  Mey  & Neff,
1986;  Gilgun,  1983)  with  programs  based  on clinicians'  intuitive  sense  of what
should  be helpful  rather  than  on empirical  data.  Studies  utilizing  rigorous
methodology  are rare  (Hyde  & Bentovim,  1995;  Haugaard  & Emery,  1989),  and
there  is little  consensus  about  etiology  and  treatment  methods  (Regina  &
LeBoy,  1991  ; Trepper  & Barrett,  1989).  It is within  this  fragmented  context  that
the place  of the Family  Sexual  Abuse  Treatment  Program  (FSATP)  evaluation
will be established.
Historical  Overview
Incest  as a social  problem,  as described  previously  in Chapter  One,
predates  the  scholarly  literature.  As such,  an historical  overview  appears
necessary  to place  the  problem  and the  attempted  solutions  in context.  The
following  review  will address  four  lenses  through  which  the helping  professions
have  viewed  the  etiology  of intrafamilial  sexual  abuse:  1 ) psychoanalytic;  2)
feminist;  3) family  systems;  and  4) integrative  or multiple  systems.  As each  of
these  perspectives  influences  the  types  of treatment  provided  to address  incest,
an understanding  of their  viewpoints  is critical  (Coulson  et al., 1994;
Greenspun, 1994;  Haugaard  & Samwel,  1992;  Coleman  & Collins,  1990;
Orenchuk-Tomiuk,  Matthey,  & Christensen,  1990;  Fish  & Faynik,  1989).
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Psychoanalytic  View
Immediately  prior  to the turn of the last century,  Freud  posited  that  the
source  of hysteria  (known  today  as neurosis)  was the trauma  induced  by the
sexual  abuse  of a child perpetrated  by a caretaker.  When  he presented  this
seduction  theory  to colleagues,  "his  fellow  clinicians...found  it preposterous  that
parents  would  molest  their  own children"  (Joyce,  1995,  p. 200).  Soon  after  this
professional  rejection,  Freud  shifted  his external  explanation  of adult  neuroses
to embrace  an internal,  intrapsychic  theory  of etiology.  He concluded  that  his
patients'  reports  of sexual  abuse  were  in fact  simply  products  of a fantasy
representing  a developmental  stage  or sexuality.
The general  public  and clinicians  alike  credited  this view  of incest  with
decades  of minimization  and denial  or incest  as real social  problem  (Conte,
1991  ). However,  the influence  of psychoanalysis  did not end at that  point.
Those  theorists  who  studied  incest  early  in the phase  of professional
recognition  viewed  it as "the  playing  out of a child's  Oedipal  conflicts  and
fantasies,  suggesting  that  responsibility  for  the abuse  stems  from  the child's
seductiveness"  (Orenchuk-Tomiuk  et al., 1990,  p. 41 7-418).  As a result,
interventions  to address  reports  of incest,  when  believed,  were  focused  on the
child  victim  and the assumed  internal  conflicts  at its heart  (Greenspun,  1994).
Later  theorists  responded  to the psychoanalytic  view  primarily  by rejecting  it in
its entirety.
Feminist  View
With the onset  of the women's  movement,  the focus  began  to shiff  from
the child  victim  to the adult  offender  (Orenchuk-Tomiuk  et al., 1990). These
feminist clinicians and social  commentators  placed  sole responsibility  on the
(male) abuser  whose  behavior  was a product  of a sexist  civilization  (Coleman  &
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Collins,  1990;  Mclntyre,  1981).  The psychoanalytic  theory  of incest  was
rejected  as being  based  in patriarchy  and as a result,  its treatment  was  deemed
inappropriate  and damaging  (Joyce,  1995).
According  to the  feminists,  the most  appropriate  response  to intrafamilial
sexual  abuse  was  the same  as any  other  violence  against  women:  criminal
prosecution  coupled  with broader  societal  change.  Using  the courts  to punish
offenders  would  usurp  the perception  of male  dominance  and authority,  both in
the home  and outside  it (Herman,  1981  ). in addition,  the public  nature  of
prosecution  in criminal  court  would  send  powerful  messages  to society  and the
victim  that  abusive  behavior  was unacceptable  and the abuser  would  be held
fully  responsible  (Coleman  & Collins,  1990).
In this view, if the family  reunifies  or the mother  becomes  involved  in
another  exploitative  relationship,  treatment  has failed  (Coleman  & Collins,
1 990; Herman,  1981  ). According  to feminist  theory,  treatment  may  be limited  to
therapy  aimed  at strengthening  the mother-daughter  bond  and removing  the
offender  from the home. When  these  are the only  interventions,  multiple
generational  patterns  of abuse  may  be overlooked  and the abusive  cycle
repeated.  Feminists'  theories  have  also been  criticized  for citing  divorce  rates
as evidence  of treatment  success  (Herman,  1981  ).
Feminist  writers  would  later  criticize  family  systems  theorists  for
"spreading  the blame"  around  to all family  members  and ignoring  the societal
influences  that  "tacitly  approve  incest"  (Barrett,  Trepper,  & Fish, 5 990, p. 5 54;
see also Mclntyre,  1981  ). However,  like the feminist  response,  family  systems
theory  was largely  a rejection  of the psychoanalytic  viewpoint  (Sturkie,  1986).
Family  Systems  View
Despite  their  shared  origins  in rejecting  psychoanalysis,  family  systems
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theories  about  incest focused on the inter-relatedness  of family members.
Some  variation  of family systems theory is present in much of the literature on
treatment  methods, identifying the importance of family-based intervention
(Coulson,  Wallis,  & Clark,  1 994;  Levitt,  Owen,  & Truchess,  1991  ; Woodworth
1991  ; Coleman  & Collins,  1 990;  Ribordy,  1 990;  Fish  & Faynik,  1 989;  Keller,
Cicchinelli,  & Gardner,  1989;  Sagatun  & Prince,  1989;  Tierney & Corwin, 1983;
Bander  et al., 5 982;  Sgroi,  1982).  However,  Fish  & Faynik  (1989)  identify flaws
in an exclusive  reliance  on a family  systems  approach,  as do other  authors
(Coulson  et al., 1994;  Coleman  & Collins,  1990;  Tierney  & Corwin,  !983).
In the  family  systems  view,  the  etiology  of intrafamilial  sexual  abuse  was
viewed  as a result  of whole-Family  dysfunction.  The  abuse  was  characterized
as likely  to reoccur  from  generation  to generation,  repeating  patterns  of
interaction  begun  in the  parents'  families  of origin  (Hildebrand  & Forbes,  1987).
Other  relevant  concepts  from  family  systems  theory  include  the importance  of
family  roles,  rules,  and  subsystems;  all of these  concepts  were  seen  as dictating
patterns  of interaction  among  Family  members  (Nichols  & Schwartz,  1995).
The  fundamental  aspects  of this  approach  to treatment  of incest  can  be
summarized  in the  following  points  noted  by Hildebrand  and Forbes:
(a) The  family  is viewed  as an interactive  system,  its members
constantly  affecting  and  being  affected  by each  other.
(b) Working  with  one  aspect  of a system  only,  be it child  or adult,
is unlikely  to achieve  the  general  shift  in attitude  required.
(c)  Parents  are  responsible  for  the protection  of their  children.
(d) There  is a need  for  clear  boundaries  between  generations
(thus  precluding  the  possibility  of sexual  abuse).
(e) The  quality  of the parents  relationship  is a key  factor:  when
there  is severe  dissatisfaction  in this  area  a child  may  be
entangled  in the marital  and sexual  conflict  (possibly  leading
to the  child  being  used  as a sexual  partner).
(f) Open  communication  needs  to be encouraged  so that  abuse
FSATP  Evaluation  8
can be safely  disclosed  and destructive  "secrets"  shared.
(1987,  p. 286)
As family  systems  clinicians  viewed  the unit  of intervention  as the whole
family,  prosecution  of one member,  the offender,  was  not supported  (Coleman  &
Collins,  1990)  except  in especially  violent  cases  of sexual  abuse  (Larson  &
Maddock,  1986). With  those  few  exceptions  of violent  abuse,  the implicit
assumption  was that  families  should  stay  together  or, if separated  by the courts,
be actively  working  toward  reunification  (Coleman  & Collins,  1990;  Ribordy,
1990). This  tendency  has been criticized  for minimizing  the victim's  ability  to
report  subsequent  abuse  during  or after  family  therapy  (Fish & Faynik,  1989).
According  to Sturkie,  "this  perspective  achieved  the status  of immutable
doctrine  in some  practice  settings"  (1986,  p. 129). This  over-reliance  on the
meaning  of incest  as a symptom  of family  dysfunction  and not an act of violence
attracted  the ire of feminists  and other  clinicians  as noted  in the previous
section. Later  theorists  would  attempt  to balance  the extremes  of the preceding
views  by embracing  an approach  that  integrated  ideas  from psychoanalytic,
feminist,  and family  systems  views  of incest.
(ntegrative  View
In the last several  years,  support  for an integrated  theory  of incest  has
grown (Coulson et al., 1994;  Greenspun,  1994;  Barrett  et at., 1990;  Coleman  &
Collins, 1 990; Trepper & Barrett,  1989). This  perspective  attempted  to mediate
among the three theories presented  to this  point,  and allow  Tor the  treatment  of
incest as a complex and multi-faceted  problem  (Greenspun,  1995;  Coleman  &
Collins,  1990).
Like the family systems view, the multiple  systems  model  sees  incest  as a
Family problem.  The  etiology,  however,  may  be viewed  as falling  on a
FSATP  Evaluation  9
continuum  of factors  ranging  from the purely  internal  (psychoanalytic)  to the
purely  external  (feminist)  and each  family  may  be located  at a different  point  on
this continuum  (Joyce,  1995). An integrative  approach  attempts  to
acknowledge  the false  dichotomy  between  those  extremes  and recognizes  the
necessity  of multiple  interventions.  Reunification  of the family  is considered
but not necessarily  favored,  depending  on the unique  circumstances  ot the
incest.
Integrative  models  emphasize  the cooperation  and involvement  of
multiple  systems  including  criminal  justice,  child  protective  services,  families  of
origin,  and the subsystems  within  the family  itselT (Sheinberg,  True,  & Fraenkel,
1994;  Coleman  & Collins,  1990;  Orenchuk-Tomiuk  et al., 1990;  Trepper  &
Barrett,  1989;  Barrett,  Sykes,  & Byrnes,  1986). Multiple  staff  and treatment
methods  are employed  to impact  the many  levels  ostensibly  involved  in the
development  and maintenance  of incestuous  behavior.  All family  members
may  be involved  in treatment  at some  point, but the responsibility  for the abuse
is placed  solely  on the offender  as advocated  by the feminists.  Mothers  are not
blamed  for colluding  in the sexual  abuse,  but it is also recognized  that  they  bear
some responsibility  to protect  their  child in the  future  and may  need  to change
their behavior to ensure  that  the child  is protected  similar  to the family  systems
model. 1ndividual  factors  considered  include:  the offender's  motivation  to
abuse; the victim's response  to the trauma;  and the mother's  own abuse  history
or the presence of depression  as suggested  by psychoanalytic  theories.
Treatment  Methods
The  following  section  describes  intervention  methods  being  used by
treatment  programs  with a multiple  systems  framework.  Much  of the literature
reviewed  established  family  treatment  as the focus  for intervention  in
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conjunction  with  multiple  treatment  modalities  (Woodworth,  1991  ; Ribordy,
1990;  Keller  et al., 1989;  Bander  et al., 1982;  Sgroi,1982).  In the  Keller  et al.
(1989)  survey,  35%  of programs  reported  focusing  on victims,  abusers,  and
families  in sexual  abuse  treatment  with  32%  focusing  on victims  and  families.
This  study  was  unique  in that  it attempted  to gather  comparative,  quantitative
data  representative  of treatment  programs  throughout  the  country,  but  its results
show  the  prevalence  of a multiple  systems  approach  to treatment.
Family  Therapy
According  to Sgroi  (1982),  family  treatment  is indicated  in nearly  all
cases  of sexual  abuse,  whether  they  are intra-  or extrafamilial  in nature.  Unlike
some  other  authors  (Sagatun  & Prince,  1989),  Sgroi  (1 982)  does  not
necessarily  equate  family  treatment  exclusively  with  family  therapy;  when  Tamily
therapy  was  deemed  appropriate,  it was  recommended  for later  in the process
after  other  interventions  have  started.  Conversely,  Fish  and Faynik  (1989)
advocate  for  sessions  without  the  offender  early  in the  treatment  process  to
take  advantage  of the  disruption  in existing  family  structure.  Ribordy  (1990)
also  suggests  that  this  approach  is appropriate  even  when  family  reunification
was not the goal as structural changes wouid still likely be necessary  to protect
the  child.
Therapy  sessions  generally  focus  on altering  the  family  structures  that
supported  the  incest  and  on improving  communication  (Trepper  & Barrett,  1989;
Larson & Maddock,  1 986;  Dixon  & Jenkins,  1981  ). The  first  step  in this  process
is helping  the  family  to create  or alter  boundaries  separating  them  from  the
outside world and  from  each  other  (Greenspun,  1 994; Larson  & Maddock
1986).  Examining  the  role  of adults  and  differentiating  them  from  those  of
children  often follows  (Orenchuk-Tomiuk  et al., 1990).  Throughout  this  process,
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information  about  abuse  which  occurred  in previous  generations  is solicited,
and  discussed  to address  ingrained  patterns of behavior  (Regina & LeBoy,
1991  ;Trepper  & Barrett,  1989).  The  overarching  goal is to prevent  future abuse
by changing  the  family  context  within  which  it occurred.
Group  Therapy
The  role  of peer  group  therapy  is grounded  in classical  group work
theory  (Hildebrand  & Forbes,  1987).  Groups  can  enhance  self-esteem,  reduce
isolation,  provide  support,  as well  as begin  to deal  with  the  complex  feelings
surrounding  the  act  of incest  (Richter,  Snider,  & Gorey,  1997;  Randall,  1995;
Coulson  et at., 1994;  Coleman  & Collins,  1990;  Corder,  Haizlip,  & DeBoer,
1990;  Gagliano,  1987;  Giaretto,  1982;  Sgroi,  1982).  There  has  been  some
controversy  over  the  value  of time-limited  or on-going  group  interventions  with
little  consensus  (MacLennan,  1993).
Each  family  member,  including  siblings  in some  programs,  participates  in
their  own  group.  Therapy  with  two  group  leaders  is strongly  encouraged  to
manage  the  logistics  of group  therapy  and counter  transference  issues
(Greenspun,  1 994; Hildebrand  & Forbes,  1987).  The  age  range  in any  group  of
victims  is often  limited  from  two  to five  years  (MacLennan,  1993;  Corder  et al.,
1990;  Sturkie,  1983).  This  type  of developmental  approach  assumes  a greater
age range  will be problematic  and limit  the  effectiveness  of the  group
intervention  Techniques  are  adapted  to fit the  developmental  needs  of the
group  and may  include  structured  exercises,  role playing,  problem  solving,  and
story  telling  (Corder  et al., 1 990; Hildebrand  & Forbes,  1987).  In addition,  an
educational  component  may  cover  topics  such  as sexuality,  body  image,  family
dynamics,  and  safety  plans.
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Other  Types  of Therapy
Because  of the wide  range  of family  members'  responses  to sexual
abuse,  other  types  of treatment  may  be necessary.  Individual  treatment  was
cited  as an appropriate  intervention  by many  authors  (Hyde  & Bentovim,  1995;
Coulson  et al., 1 994; Woodworth,  1991  ; Coleman  & Collins,  1 990; Ribordy,
1 990; Fish & Faynik,  1 989; Keller  et al., 1 989; Bander  et al., 1982  Sgroi,  1982).
It is also noted  that  treatment  of critical  dyads  or subsystems  within  the family
may  need  specialized  therapy  sessions,  including  the marital  pair (Woodworth
1991 ; Coleman  & Collins,  1990;  Ribordy,  1990;  Fish & Faynik,  1989;  Bander  et
al., 1982;  Sgroi,  1982)  and the mother-daughter  dyad  (Coulson  et al., 1994;
Coleman  & Collins,  1 990; Ribordy,  1 990; Bander  et al., 1 982; Sgroi,  1982).
One difficulty  noted  in surveying  the use or treatment  modalities  is
frequency  rates  of any given  intervention  appeared  in just  two of the articles
(Keller  et al., 1989;  Bander  et al., 1982).  This  problem  was  cited  by Fantuzzo
and Twentyman  (1 986) as adversely  impacting  future  research;  many  programs
are not described  in enough  detail  to allow  replicability  (See also  Tierney  &
Corwin,  1983).  In addition,  despite  the abundance  of descriptive  literature  on
the treatment  of those  affected  by incest,  little research  addresses  treatment
outcomes  or specific  models  of treatment  programs  (Fantuzzo  & Twentyman,
1986).
Proqram  Evqluations
There  was consensus  in the literature  that  outcome  studies  are rare
(Hyde  & Bentovim,  1995;  Beutler  & Hill, 1992;  Bringewatt,  1991  ; Williams  &
Hudson,  1991  ) and program  evaluations  rarer  still (Richter  et al., 1 997; Keller  et
al., 1989). The  scarcity  of evaluations  focusing  on client  outcomes  represent  a
large gap in the body of incest research (Woodworth,  1991  ; Coleman  & Collins,
FSATP  Evaluation  13
1 990; Keller  et al., 1 989; Fantuzzo  & Twentyman,  1 986; Sgroi,  1982). The
existing  studies  on treatment  outcomes  are limited  by poor  conceptualization  of
outcome  measurement  (Patton,  1991  ) and tend  to be qualitative  explorations.
The literature  that  does  address  this concern  was largely  related  to client
perceptions  about  treatment  in general  (Levitt  et al., 1991 ; Sagatun  & Prince,
1989).  The  two  studies  that  address  outcomes  in a program  evaluation  format
focus  solely  on treatment  effectiveness  from  the clients'  perspective
(Woodworth,  1991;  Banderetal.,  1982).
Woodworth  Evaluation
Woodworth  (1991)  utilized  an evaluation  framework  to examine
treatment  outcomes.  All 22 families  who  completed  treatment  between  1980-86
at Wilder  Clinic  in Minnesota  were  invited  to participate  in race-to-face  interview
methods.  This  program  works  with  all family  members  where  incest  has
occurred;  all but one of those  22 Families  completed  treatment  successfully
according  to program  therapists  (Woodworth,  1991 ). Of those  22 eligible
families  invited  to participate,  13 victims,  13 mothers,  12 offenders,  and two
siblings  agreed  to participate.  One  possible  explanation  for the low sibling
participation  rate was  mothers  refusing  on behalf  of the child. The other  issue
cited by clinic  staff  was  that  siblings  were  both the hardest  group  to reach  in
therapy  and were  least  convinced  that  they  might  benefit  from therapy
(Woodworth,  1991  ). The  interviews  were  conducted  with the willing  family
members together, then a self-administered  questionnaire  was given  to each
individual  participant.  The study  was primarily  descriptive  using  qualitative
methods  of data collection.
The primary  research  question  was: How have  incest  victims  fared  in
vanous  aspects  of their  lives  since  treatment  ended?  Outcome  areas  were
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defined  as recurrence  of the abuse,  personal  adjustment,  relationships  within
the family,  and friendships  and opposite-sex  relationships  (Woodworth,  1991  ).
Woodworth  found  victims  to be most  satisfied  and mothers  least  satisfied  with
their  lives. Fifty-eight  percent  of victims  responded  that  they  were  either  "pretty"
or "very  comfortable"  around  their  abuser;  in addition,  42% responded  "no"
when  asked  if they  ever  "felt  creepy"  around  the person  who  abused  them.
Woodworth  acknowledged  that  the presence  of the abuser  could  trigger
memories  of the incest  even  though  the victim  no longer  feared  the abuse
would  reoccur.  This  study  was unique  in that  the data  described  the whole
family  and all members'  outcomes,  even  though  the research  question  was
aimed  at the outcome  of victims.  However,  the evaluation  methodology  did not
establish  what  treatment  methods  were  used nor did it correlate  outcomes  with
any  treatment  methods.
Bander,  Fein, and Bishop  Evaluation
Bander  et al (1982)  used multiple  research  methods  to conduct  a
formative evaluation  of a treatment  program  in Connecticut.  Quantitative  data
was collected from the case  files  of 82 families  served  by the program  over  a
two-year period;  these  families  included  both  intra-  and extrafamilial  abuse
cases  as well as 2 cases  where  the child  was  classified  as "at  risk" For further
sexual abuse. In addition, two open-ended  interviews  were  conducted  with
program staff comprised  of the treatment  team,  administrators,  and consultants
from the medical  and legal fields.
The  focus  of the evaluation  was  on five research  questions:  1 ) What
happens to the client? 2) What  is the model  for treatment?  3) How is the
treatment model  implemented?  4) How are outside  systems  used and
affected? 5) What are the training  needs  of staff? A sixth area  was  added
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during  the last  six months  of the study  in response  to a request  from  the
treatment  team;  this area  was aimed  at quantifying  outcomes  of treatment.
As these  areas  are too numerous  to summarize  in this section,  this
discussion  will focus  on statistics  on effects  only  as these  have  the highest
degree  of comparability  to other  studies.  Bander  et al (1982)  found  that  62% of
children  were  deemed  protected  and in little  jeopardy  from  further  abuse  or
judged  as safe  after  treatment.  This  finding  showed  the area  of greatest
improvement.  Social  relationships  were  the next  most  affected;  fifty-eight
percent  of children  improved  their  friendships  or showed  no further  problems  in
that  area. Problems  least  impacted  by treatment  were  found  to be chemical
abuse  and the adult  couple's  sexual  relationship;  Bander  et al (1982)  found  no
change  in 67% and 65% of cases  respectively.  The evaluation  was built  into
the program design; therefore, all records used  as data  were  completed  with
staff  awareness  of the evaluation  methods.  This  awareness  of evaluation
methods may have  biased  the results. In addition,  no correlationat  relationships
were  examined  between  treatment  methods  and outcomes.
Summary  of Evaluations
This  section  will address  the limitations  of the Woodworth  (1991)  and
Bander et al evaluations  (1982).  The issue  of respondent  bias  was
inadequately addressed in both of these  evaluations.  In the  Woodworth  (1991 )
study, the outcome measures were based  solely  on client  self-report.  The
Bander et al (1982) evaluation involved  program  staff  from  the outset,  and
social desirability  may  have  potentially  biased  their  responses.  Neither  study
discussed  these  limitations.
The correlation between treatment methods and outcomes  was  not
examined in either study. According  to Coleman  and Collins,  "all  of the
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outcome  research  on the various  approaches  (scant  as it may  be) represents a
bias on the part  of the program  to substantiate  their  original  premise  of the
etiology  of the problem"  (1990,  p. 353)  and the subsequent  treatment  model
developed  out of that  etiology.  Clearly,  evaluation  efforts  should  correlate
specific  treatment  methods  with outcomes  and consider  the use of potentially
less biased  means  of measurement.  In addition,  the program  must  be
described  in enough  detail  to replicate  the study to allow  for  the  comparison  of
data  (Maddock  et al.,  1991  ).
Theoretical  Framework
As will be described  with  more  detail  in Chapter  Four, the FSATP  most
closely  resembles  an integrated  or multiple  systems  model  of treatment.  The
multidisciplinary  treatment  team  works  with  the criminal  justice  system  and
encourages  prosecution  of the offender.  Representatives  from three  county
social  service  agencies  are full members  of the staff  at the FSATP,  and in
addition,  serve  as liaisons  between  the other  county  workers  and the treatment
program.  If it is an appropriate  goal, the program  supports  families  who  desire
reunification  with  the offender  or children  who have been  removed  due to the
incest. Treatment  generally  involves  the whole  family,  but individuals  and sub-
systems  of the family  are also  accepted  if they  meet  the other  admission  criteria.
The  primary  method  of treatment  is group  therapy,  but other  methods  such  as
family  therapy,  individual  therapy,  and other  sessions  are utilized  as well. This
integration  of theories  and methods  from diverse  approaches  serves  to address
the complex  issues  underlying  the problem  of incest  in a flexible  and dynamic
fashion.  The question  that  remains  to be answered  relates  to the program's
effectiveness  in achieving  its stated  goals.
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Chapter  Three:  Program  Description
The Family  Sexual  Abuse  Treatment  Program  (FSATP)  is based  in a
community  mental  health  center  which  serves  four  predominantly  rural counties.
The  center  is located  in a small  city (population:  13,000)  in Minnesota.  The
following  description  is based  on the structure  of the program  at the  time  the
evaluation  data  was  generated.
The  treatment  philosophy  of the FSATP  is that  incest  is a total  family
problem  affecting  all members  to some  degree.  The  offender  is considered
responsible  for  the sexual  abuse  and the FSATP  supports  legal prosecution  of
the offender,  including  time  in jail or probation.  Incest  is also  viewed  as a
multi-generational  problem,  meaning  that  it is likely  to reoccur  in subsequent
generations  without  treatment  for all family  members.
Goals  and Objectives
There  are two overall  goals  of the FSATP.  The  first  goal is to end
intrafamilial  sexual  abuse  in the generation  of family  members  in treatment.
The second  goal is to prevent  reoccurrence  of the sexual  abuse  in future
generations through the treatment  and education  of individuals  in incestuous
families.
Each  family  member  is expected  to work  toward  ten specific  treatment
objectives:
1. This  client  demonstrates  an understanding  of his/her  responsibility  in
the incest  situation.
2. This client  demonstrates  an understanding  of the incest  which
occurred  in his/her  family.
3. This client demonstrates an ability to recognize  his/her  own feelings.
4. This  client  demonstrates  an ability  to communicate  directly.
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5. This  client  demonstrates  an understanding  of human  sexuality.
6. This  client  has implemented  a plan to stop  sexual  abuse  from
happening  again.
7. This  client  demonstrates  an ability  to establish  healthy  relationships
with  peers.
8. This  client  demonstrates  an ability  to recognize  the  feelings  or others.
9 This  client  demonstrates  taking  appropriate  roles  in the  family
structure.
10. This  client  has shared  his/her  perspective  on the incest  with
appropriate  family  members.
The  primary  component  of treatment  is peer  group  therapy  designed  to
decrease  isolation,  to develop  interpersonal  and emotional  boundaries,  and to
increase  self esteem.  Separate  group  meetings  are held for each  peer  group
of victims,  offenders,  non-offending  spouses,  parents  of adolescent  offenders
and adolescent  offenders.  Other  types  of of treatment  are arranged  as
recommended  by the treatment  team: sibling  groups,  individual  therapy,
couples  therapy,  critical  dyad  therapy,  and family  therapy.
Flow  of Activity
Referrals  are accepted  from social  service  agencies  within  the four
counties,  the criminal  justice  system,  and other  treatment  programs  or
professionals  (Figure  1 ). Upon referral,  an evaluation  session  is held with at
least  one family  member  to determine  if the  family  is appropriate  for  the
program.  After  attending  an introductory  orientation  session,  family  members
attend  their  respective  peer  groups  on the same  evening  each  week.  Every
three  months,  meetings  are held with the family,  referral  source  or other
individuals  as appropriate,  and at least  one FSATP  staff.  Progress  in treatment
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Figure  1. Family  Sexual  Abuse  Treatment  Program:  Activity  Flowchart
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is assessed  and individualized  treatment  goals  and strategies  are addressed  in
these  meetings,  with  feedback  sought  from all participants.  Termination  is a
joint  decision  among  the FSATP  staff, referral  source,  family  members,  and
input  from group  members  as appropriate  Recommendations  for visitation  or
reunification  of the offender  am  victim,  including  appropriate  referrals  For follow
up services,  are presented  to both  the referral  source  and the family  when  the
last family  meeting  is held.
Program  Structure
Admission  Criteria
Admission  decisions  are based  on the initial  evaluation  and families  are
accepted  if they  meet  the following  criteria:
1. One  family  member  has sexually  abused  another  family  member.
2. Child  Protective  Services  has completed  their  investigation  and
reports.
3. The  offender  acknowledges  his sexually  abusive  behavior.
4. The  offender  is ordered  by the courts  or voluntarily  decides  to live
away  from home  until the treatment  team decides  he is ready  to
return.
5. Family members with chemical  dependence  must  undergo  or be
concurrently  involved  with chemical  dependency  treatment.
6. Psychotherapy  with other  providers  is suspended  while  the family
member is involved with the program  to prevent  misunderstandings.
7. Family members accept  and sign a program  contract  committing
themselves to at least  one year  of treatment.
In addition to the general program admission  criteria,  there  are specific  factors
which preclude acceptance into the program.  To participate  in the Offender  or
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Adolescent  Offender  groups,  a person  must
1. Have  a significant  other  relationship  with  the victim
as a parent,  parent  figure,  or other  caretaker  role. In the case of
Adolescent  Offender,  be at least  three  years  older  than victim
2. Test  results  showing  an I.Q. above  80.
3. Not show  signs  of mental  illness  of a type  or severity which  would
inhibit  or disrupt  the treatment  process.
4. Not exhibit  symptoms  of an untreated  alcohol  or chemical
dependency.
5. Not exhibit  the potential  for physical  violence  towards  the  victim  or
other  family  members.
6. Not have  previous  sexual  abuse  treatment  failures.
7. Sign releases  permitting  appropriate  flow  of information  to
other  agencies  (criminal  justice  and social  service  systems).  Parent
or guardian  willing  to sign for  the Adolescent  Offender.
In the case  of Non-Offending  Spouses,  Parents  of Adolescent  Offenders,  or
Victims  groups,  similar  criteria  apply:
1.  For Parents,  are a parent  or caretaker  of Adolescent  Offender.  For
Victims,  have  a significant  other  relationship  with the offender.
2. Test  results  showing  an I.Q. above  80.
3. Not show  signs  of mental  illness  of a type  or severity  which  would
inhibit  or disrupt  the treatment  process.
4. Not exhibit  symptoms  of an untreated  alcohol  or chemical
dependency.
5. Sign releases  permitting  appropriate  flow  of information  to other
agencies  (criminal  justice  and social  service  systems).  A parent
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or guardian  must  be willing  to sign  for  the  Victim.
In the  case  where  one  family  member  is deemed  inappropriate  for treatment  on
the  basis  of any  of these  factors,  other  family  members  may  still be accepted  if
they  meet  the  admission  criteria.
A final  significant  program  design  consideration  is gender-based.  Only
female  victims,  male  perpetrators,  and  female  non-offending  spouses  are
considered  for admission  in the  FSATP.  Other  configurations  are  considered
for individual  or family  therapy  at  the  mental  tiealth  center,  but  are not  admitted
to the FSATP.  This  decision  is largely  based  on the  literature  using  clinical
samples  consisting  of people  referred  for  treatment  in a setting  such  as the
mental  health  center.  In those  studies,  the average  victim  is identified  female,
and  the  offender  is a father,  stepfather,  uncle,  or other  male  caretaker  (Trepper
& Barrett,  5 989;  Vander  Mey  & Neff, 1 986;  Sandall,  Bell, & Cady,  1982).
Staffina
The  FSATP  is staffed  by a combination  of personnel  from  the  mental
health  center  and  From three  public  social  service  agencies  From the  four
counties  served  by the  program.  During  the  time  of treatment  covered  by  this
evaluation,  staff  included  two  Ph.D.  level  psychologists,  seven  master's  level
psychologists,  a master's  level  clinical  social  worker,  and  two bachelor's  level
social  workers. All treatment  groups  were  co-led  except  for  the  Parents  of
Adolescent  Offenders,  which  had one  therapist  leading  it. Staffing  for  individual
groups  always  included  at least  one  licensed  mental  health  professional  at the
master's  level  or higher  so that  the  mental  health  center  could  bill third-party
insurers  for  the  sessions.  Titles  for  each  staff  consisted  of their  educational  and
licensing  credentials;  no other  program  titles  were  developed.  A program
coordinator,  a master's  level  psychologist,  oversaw  referrals  and coordinated
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evaluations,  staffings,  and  other  administrative  tasks.
The  treatment  team  consists  of all staff  detailed  in the  previous  section
and  meets  for  two  hours  before  and after  group  sessions.  These  four  hours  are
designated  for planning  and preparation  for  groups,  consultation  and
information  sharing,  and handling  other  administrative  issues.  Team  meetings
are led by the program  coordinator  and  all members  of the  team  are  involved.
In keeping  with  the  collaborative  structure  and  function  of the  FSATP,  the
staff  were  consulted  for  their  information  needs  prior  to the  start  of the research.
The  outcome  measure  of client  status  at case  closing  was  an outgrowth  of those
discussions.  The  staff  were  also  asked  Tor feedback  on the  evaluation  design;
they  provided  support  for  the methods  utilized,  but  made  no other  suggestions.
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Chapter  Four:  Methods
The  following  section  will present  the  evaluation  design  and  research
question.  Conceptual  definitions  and key  variables  will be described,  as well  as
the  characteristics  of the  sample.  The  chapter  will also  provide  the procedures
for  data  collection,  including  measurement  issues  and  the  protection  or human
subjects.
Research  Question
Although  the  integrated  model  of treating  incest  has  been  accepted  as an
appropriate  intervention,  it has  suffered  from  a dearth  of specific  program
evaluation  studies  for  feedback  on its effectiveness  (Conte,  1991  ; Conte,  1 986;
Bander  et al., 1982).  The  Family  Sexual  Abuse  Treatment  Program  (FSATP)
was  interested  in exploring  an evaluation  of its intervention  efforts.  The  focus  of
this  evaluation  was:  What  is the relationship  between  service  characteristics
and client  outcomes  in the Family  Sexual  Abuse  Treatment  Program  (FSATP)?
Research  Desiqn
The  study  was  an ex post  facto  program  outcomes  evaluation.  The
rationale  for  utilizing  program  records  alone  to measure  the  concepts  being
tested  was  twofold.  Conducting  research  directly  with  clients,  either  past  or
present,  was  undesirable  because  families  who  typically  utilize  the  treatment
services  of a sexual  abuse  program  are  generally  difficult  to find  after  their
involvement  ends  (Levitt  et al., 1991).  In addition,  using  existing  data  minimized
the potentially  negative  impact  on current  clients  while  the potential  for  program
improvement  serving  future  clients  was  increased.
Conceptual  Definitions
As discussed  in previous  chapters,  definitional  inconsistencies  or failure
to adequately  document  definitions  has made  comparisons  among  research
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projects  difficult.  The  following  definitions  were  used  in this evaluation:
Incest  sexual  abuse  between  a family  member,  including  older  siblings,
and  a child  of unequal  power  levels,.  For  the purposes  of this  research,
intrafamiiial  sexual  abuse  and child  sexual  abuse  are  considered
interchangeable.
Sexual  abuse  - includes  non-consensual  sexual  activities  ranging  from
exhibitionism  to penetration  or intercourse  specified  in the  civil  statutes
on child  maltreatment  and/or  criminal  sexual  conduct  laws
Child  - for  victims,  an individual  under  the  age  of statutory  consent,  in
Minnesota,  age 18.
Family  member  anyone  residing  in the  household  or functioning  in a
caretaker  or parent  surrogate  role.
Key  Variables
The  dependent  variable,  client  outcomes,  was  conceptually  defined  as
the progress  on program  goals  and  client  status  at case  closing.  The  Clinical
Rating  Scale,  a six point  Likert-type  instrument  was  completed  by the  treating
clinician  at regular  intervals  throughout  treatment;  this  scale  was  used  to
measure  progress  on program  goals  (Appendix  A).  Progress  was  operationally
defined  as the  first  score  on the Clinical  Rating  Scale  subtracted  from  the last
score  to show  net change  during  the  program.  The  client  status  at case  closing
was  operationally  defined  as the  clinician  statement  in the  "Plan"  section  of the
last  dated  group  Progress  Note  and  categorized  as:  1 ) completed  treatment
(graduated  ) or 2) did not mmplete  treatment  (didn't  return,  terminated  from
program,  or unknown).  The  evaluation  design  was  not known  at the  time  the
treating  clinicians  completed  both  the  Clinical  Rating  Scales  and  Progress
Notes,  thereby  reducing  the  potential  for  biased  ratings.
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The independent  variables,  service  characteristics,  were  conceptually
defined  as the length  of treatment,  the type(s)  and number  of treatments,  and
range  of family  participation  in the program.  The  operational  definition  of length
of treatment  was defined  as the total  number  of treatments  received  and the
number  of days  from intake  session  to the last  entry  listed  on the  Service  Log in
the existing  case  record. The  type  of service  was  operationally  defined  as the
codes  listed  in the  Service  Log in the existing  case  record  and categorized  by:
1 ) individual  therapy;  2) peer  group  therapy;  3) family  therapy;  and 4) other
types  of therapy  (i.e. couples,  critical  dyads). The  number  of sessions  for  each
of these types of treatment  services  was noted. The range  of family  participation
in the program was  operationally  defined  as the variety  of family  members  who
attended group or individual  sessions  as reflected  on the Service  Log in the
existing case record  and categorized  by: 1) victim;  2) offender;  3) non-offending
spouse; 4) parent of adolescent  offender;  5) adolescent  offender;  and 6) sibling.
Samole
The sample consisted of all clients  served  by the FSATP  who began  and
ended group treatment during  the interval  between  January  1, 1993  and August
31, 1995 (N=54)  representing 32 families.  These  clients  were  identified  from  a
computerized  listing  of all clients  served  in the FSATP  since  its inception  in
1990  through  this writing. This  listing  was generated  by the program
coordinator.  The  unit  of analysis  was  the individual  client  and the observation
unit was existing  records  generated  by program  staff  during  the clients'
treatment  at the FSATP.
The rationale for sample selection was that  this research  was intended  to
evaluate the program after it had been running  For a few  years. This  middle
period would then represent the established program  after  initial  development
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issues  had most  likely  been  addressed.
Procedures
Measurement  Issues
Demographic  data  was  co(lected  for  each  individual  in the  sample.
These  data  were  collected  from  the Referral  Form  and  included  ratio  measures
(age,  income,  family  size)  and  nominal  measures  ( Aid  to Families  with
Dependent  Children  status,  referral  source).  The  data  on service  characteristics
also  included  both  ratio  measures  (total  number  of treatments,  number  of days
spent  in the  program)  and  nominal  measures  (type  of treatment,  range  of family
participation).
One  conceptual  definition  of the dependent  variable,  progress  on
treatment  goals,  was  measured  on an ordinal  Clinical  Rating  Scale  developed
by Gilgun  (1992).  The  scale  was  measured  ten program  goals.  Each  peer
group  scale  (Victim,  Offender,  Non-Offending  Spouse,  Parent  of Adolescent
Offender,  Adolescent  Offender,  Sibling)  had  a concrete  and  behaviorally
specific  set  of examples  for  the  ten rated  areas.
The  scale  was  developed  using  qualitative  methods  during  an
observation  of an incest  treatment  program  (Gilgun,  5 992). The  population
served  by the  program  under  observation  was  also  in a four  county  area  in the
upper  Midwest,  predominantly  rural,  and  staffed  by a similar  mix  of
psychologists  and  social  workers  (Gilgun,  1992).  Gilgun  found  that  the
treatment  team  in her  study  "used  decision-making  procedures  similar  to those
used  in social  research  for  establishing  reliability  and  validity"  (1992,  p. 252).
The  team's  reliance  on multiple  measurements,  consistency  of behavior  over
time  and  across  settings,  and  input  from  clients'  self  report  appear  to address
random  and  systematic  errors  in the  Clinical  Rating  Scale  (See  Gilgun,  1992  for
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further  detail).
The Clinical  Rating  Scale  was designed  to be a product  of those  same
principles  of multiple  observations  and multiple  perspectives  over  time  when
used by clinicians  in an incest  treatment  program.  Other  aspects  of the Scale
which  addressed  the potential  For systematic  error  was  the inclusion  of specific
indicators  of goal achievement.  Each peer  group  had a different  set of
behavioral  indicators  listed under  the ten program  goals. The  treating  clinicians
did not have  to depend  solely  on their  own clinical  judgment  for ratings  and
thus, systematic  error  may  have been  reduced  as a result. Random  error  was
also likely  reduced  by the behavioral  indicators;  different  clinicians  used  the
same  set of criteria  to rate the clients'  progress.  In addition,  the treating
clinicians  completing  the Clinical  Rating  Scales  during  the time  period  sampled
did not know  the ratings  would  be used  to evaluate  the FSATP. This  factor
reduced  the likelihood  of social  desirability  bias in the data.
At its inception,  the FSATP  began  using  the scale  to record  client
progress  in treatment.  The  Clinical  Rating  Scale  was intended  for use in
programs similar to the FSATP  as well as other  similar  practice  settings  as
determined by the clinician  (Gilgun,  October  15, 1990,  presentation  outline).
The specific Clinical  Rating Scale  used in the FSATP  was adapted  to reflect  the
existing program  goals  and Gilgun  worked  with  the original  staff  to develop  the
behavioral indicators.  Not only  was the use of the instrument  in the FSATP
similar to the program  it was developed  in, but collaboration  with  the creator
was used  to adapt  it for  the FSATP  and clinicians.
Data Collection
Once  the list of all clients  who  were  served  by the program  during  the
specified  sampling  interval  was generated  by the program  coordinator,  support
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staff  gathered  the  selected  client  records.  The  program  support  staff
photocopied  the Referral  Form,  Service  Log, last  group  Progress  Note,  and  first
and last  Clinical  Rating  Scales  from  each  client  record.  These  raw  data  were
coded  by support  staff  to identify  the  treatment  group  (e.g. Victim,  Offender,
Non-Offending  Spouse,  Parent  of Adolescent  Offender,  Adolescent  Offender).
Further,  the  support  staff  collated  each set  of photocopied  records  with  those  of
other  family  members  in the  program.  Four  records  could  not  be located;  the
missing  records  included  one  Adolescent  Offender  and  three  Victims.
Upon  receipt  of the  photocopies,  each  family  was  assigned  a number
from  1-32.  Each  individual  case  within  the  family  was  then  assigned  a second
number  (1-54).  The  photocopies  from  each  record  were  ultimately  labeled  with
an unique  set  of three  identifiers  including  the treatment  group,  Family
relationship,  and  case  number  (e.g.  Victim  / Family  23 / Case  34 ). A data
collection  sheet  was  developed  (Appendix  B) to gather  the relevant  information
from  each  case;  each  sheet  used  the  same  set  of identifiers  to correspond  to the
photocopied  record  to allow  for  easy  cross  checking  of data  throughout  the
collection process.  Gaps  in the data  sources  were  noted  as - on the data
collection  sheet.
Data  Analysis
The  data  was  analyzed  using  univariate  distributions  of all key  client,
servtce,  and  outcome  variables.  Frequencies  and percentages  were  provided
for  all variables  The  association  between  service  characteristics  and  client
outcomes  was  also  explored  using  bivariate  analysis.  Chi-square  tests  were
run on all of the service  characteristics  with  the  outcome  variable,  client  status  at
case  closing.  Bivariate  analysis  ot the  other  outcome  variable,  progress  on
program goals,  was  limited  by the large  number  of missing  ratings  in the raw
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data.  As a result, no further  statistical  analysis  was attempted  beyond  the
univariate  distribution.
Human  Subjects
As the data  were  private  medical  records  belonging  to the mental  health
center,  permission  was  sought  and obtained  from  the center's  clinical  director.
Records  were  pulled  from  the file room by support  staff  and photocopies  were
made  of the selected  raw data  for the research.  Support  staff  grouped  family
members  together  and coded  each  set of data  sources  with the peer  group
name  of each  family  member.  All identifying  information  (including  file number,
name,  date of birth, address,  and phone  number)  was  removed  prior  to the
collection  of data.
These  measures  were  taken  to protect  client  anonymity  and to reduce  the
likelihood  of researcher  bias;  at no time  during  the study  did the author  know
the identity of the client  record  or have  access  to the list of clients  served.  That
list was maintained by the program  coordinator  in a locked  file and there  was
not a matched  list of codes. The  research  methodology  was veviewed  and
approved by the Augsburg College Institutional Review  Board  (Appendix  C).
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Chapter  Five:  Results
This  chapter  will describe  the  findings  of the  Family  Sexual  Abuse
Treatment  Program  (FSATP)  evaluation.  An overview  of client  demographics
and  the independent  variable,  service  characteristics,  will be provided.  These
data  will  also  be presented  to show  any  relationships  among  service
characteristics  and  the  status  at case  closing.  Data  on the  dependent  variable,
client  treatment  outcomes,  will then  be described  in terms  of progress  on
program  goals  and  the  status  at case  closing.
Demographics
Demographic  data  was  collected  to the  extent  that  information  was
available  in the  selected  case  file  forms.  These  data  included  age, income,  Aid
to Families  with  Dependent  Children  (AFDC)  status,  family  size,  and  the  referral
source.  Table  1 summarizes  the  demographic  characteristics  available  in the
selected  records.
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Income  information  was missing  from  all 54 files  reviewed.  However,  some
general  conclusions  about  family  income  could  be drawn  from the information
on AFDC  status. Over  half of the  files  did not reflect  information  on AFDC  status
or family  size.  Referral  source  was identifiable  in most  files;  nearly  three-fourths
of referrals  were  made  by either  county  social  services  or the criminal  justice
system.































Table  2 presents  the breakdown  of the sample  showing  the number  and
ages  in each of the five peer  groups. The largest  group  represented  was
victims,  with 41% of the sample  coming  from this group. Offenders  made  up the
smallest  group,  consisting  of two clients.
Service  Characteristics
Service  characteristics  included  the length  of treatment  in the program,
the type  of treatment  received,  the  quantity  of treatment  received,  and the range
of family  participation  in treatment.  These  characteristics  were  examined  to
determine  if they  varied  by the  clients'  status  at case  closing.  Those
relationships  are summarized  in Table  3.
Lenqth  of Treatment
The  length  of treatment  in the FSATP  ranged  from 19 to 864 days
(mean=266,  SD=185).  This  time  frame  represented  the interval  between  the
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Table  3 Association  between Service Characteristics  and Status at Case
Closino
Status  at  Closing
Charactenstic  Completed  Treatment  Did  Not  Complete
Lenoth
>365days  8 3
182-365  days  13  55
(182days  1 18
m
Group  Treatment
Received  22  30
Did not receive  0 2
Family  Treatment
Received  19  24












































1 df=l 2 df=2 p<.05 "  p<.001
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intake  session  and  the  last  dated  entry  in the  Service  Log of the  client  case  file.
A significant  positive  relationship  was  Found between  the  length  of treatment
(X2=16.359,  df=2,  p=.O01  ) and  client  status  at case  closing  (Table  3).
Type  of Treatment
The  type  of treatment  was  identified  by participation  in at least  one
session  of group,  family,  and/or  individual  therapy.  Table  4 shows  a breakdown
of the  type  of treatment  provided  by the FSATP  according  to the  client's  peer
group.

































Group  therapy  was  provided  most  frequently  across  all groups,  followed  by
family  therapy.  The  offender  subgroup  (n=2)  did not  participate  in family
therapy,  but  both  clients  received  individual  therapy.  There  was  no relationship
detected  between  the  type  of treatment  provided  and the status  at case  closing.
However,  there  was  a wide  range  in the number  of sessions  provided  within
each  type  of treatment,  ranging  from  One SeSSiOn tO 35 (Table  3). Therefore,  the
relationships  among  the number  of treatment  sessions  of each  type  with  the
client  status  at case  closing  were  also  examined.
Quantity  of Treatment
Two  areas  of treatment  quantity  were  examined  (Table  3). The  First area
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was  the total number  of treatments  provided. There was a significant positive
relationship  between  the total number  of treatment  sessions provided
(X2=18.533,  df=2,  p=.OOl)  and the status  at case closing. The second area,
number  of treatments  by type, was also calculated.  There  were significant
positive  relationships  found  between  the number  of group  therapy sessions
provided  (X2=15.864,  df=l,  p=.OO1 ) and the number  of family  therapy  sessions
provided  (X2=3.88,  df=1,  p=.05)  with the status  at case closing. No relationship
was  detected  between  the number  of individual  therapy  sessions  provided  and
the  status  at case closing  (X2=.050,  df=l  ).
Table  5 Composition  of Families  with Multiple  Participating  Members
Members  Participatinq
Non-offending  Spouse  and
one  or more  Victims
Parent(s),  Adolescent  offender,
and  one  or more  Victims
Two  Victims
Parent(s)  and  Adolescent
offender







Range of Family  Participation
Family  participation  reflected  the number  of family  members  in treatment
with the FSATP. The distribution  of the independent  variable,  range  of family
participation,  is shown  in Table  3. Over one-third  of the sample  participated
without  other  family  members.  Those  cases  with multiple  family  members  who
participated  in treatment  are presented  in Table  5 by composition.  A wide
range of constellations  was found  within  that subgroup;  among  those, a non-
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Table  6 Client  Progress  on Proqram Goals
Proqram  Goal
Goal  1: This  client







Baseline  Ratinq  Termination  Ratinq













Goal  2: This  client  demonstrates  an understanding  of the incest which occurred
in his/her  family.
0 3 19  0
1 3 19  1 6
2 7 44  3 19
3 3 19  8 50
4 0 2 13
5 0 2 13
Goal  3: This  client  demonstrates  an ability  to establish  healthy  relationships
with  peers.
0 16  0
1 2 13  0
2 8 50  2 13
3 3 19  6 38
4 2 13  6 38
5 0 2 13
Goal  4: This  client  demonstrates  an ability  to recoqnize  his/her  own  feelinqs.
1 3 19  1 6
2 7 44  1 6
3 6 38  10.  63
4 0 4 25
5 0 0
Rating  key: 0=not  addressed  this  session;  1 =  no progress;  2=some  progress;
3=adequate  progress;  4=great  deal  of progress;  5=goal  achieved
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Table  6 (continued)
Proqram  Goal  Baseline  Ratinq  Termination  Ratinq
Goal  5: This  client  demonstrates  an ability  to communicate  directly.
7  B  3  g  3
0 0 0-
1 2 13  0 -
2 8 50  2 13
3 4 25  6 38
4 2 13  7 44
5 0 16
Goal  6: This  client  demonstrates  an ability  to recoqnize  the  feelings  of others.
1 4 25  0
2 7 44  5 31
3 3 19  4 25
4 2 13  3 19
5 0 4 25


































Rating key: 0=not  addressed  this  session;  1=  no progress;  2=some  progress;
3=adequate  progress;  4=great  deal  of progress;  5=goal  achieved
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Table  6 (continued)
Proqram  Goal  Baseline  Ratinq  Termination  Ratinq
Goal  9: This  client  demonstrates  an understanding  of human  sexuality.
$A3A5
0 8 50  2 13
1 2 13  2 13
2 1 6 2 13
3 3 19  5 31
4 2 13  2 13
5 0 - 3 19
his/her  perspective  on the incest  withGoal  10: This  client  has shared  l












Rating key: O=not addressed  this session;  1=  no progress;  2=some  progress;
3=adequate  progress;  4=great  deal of progress;  5=goal  achieved
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offending  spouse  participating  with  one  or more  victims  was  the  most  common
with  four  cases.  There  were  no statistical  analyses  performed  on the  subgroups
in Table  5 due  to the  low  frequencies  of each  type. There  was  a relationship
detected  between  the range  of family  participation  and  the  status  at case
closing  (X2=2.193,  df=2),  but  it was  not statistically  significant  (Table  3).
Client  Outcomes
There  were  two  measures  of the  dependent  variable  of client  outcomes
The  first,  progress  on program  goals,  is shown  in Table  6 with  frequency  and
percentages  of ratings  on the Clinical  Rating  Scale.The  second,  client  status  at
case  closing  will follow  with  univariate  distributions  of frequencies  and
percentages.
Progress  on Program  Goals
The  Clinical  Rating  Scale  as completed  by the  treating  clinician  was
used  to track  progress  toward  program  goals.  For  this  outcome  measure,  16 of
the 54 cases  reviewed  in the  evaluation  had both  baseline  and  termination
scores  on the  Clinical  Rating  Scale.  Table  6 summarizes  the  findings  for each
of the 10 program  goals. Since  nearly  two-thirds  of the  sample  were  missing
either  baseline  or termination  ratings  in the case  record,  no further  statistical
analyses  were  attempted.  The  progress  varied  widely  among  program  goals;
however,  the majority  of cases  experienced  more  positive  changes  than  no
change  on each  goal. There  were  three  goals  that  nearly  90%  of clients
achieved  adequate  or better  progress  on at termination.  Those  goals  were:
Goal  3. "This  client  demonstrates  an ability  to establish  healthy  relationships
with  peers;"  Goal  4. "This  client  demonstrates  an ability  to recognize  his/her
own  feelings;"  and  Goal  5. "This  client  demonstrates  an ability  to communicate
directly."  Thirty-one  percent  of clients  were  rated  at the  adequate  or better  level
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of progress  on Goal  10. "This  client  has shared  his/her  perspective  on the
incest  with  appropriate  family  members."




Terminated  by FSATP
Unknown
2
Status  at Case  Closinq
Client  status  at case  closing  was  intended  to be the  secondary  outcome
measure,  but  due  to the low percentage  of records  containing  both  baseline
and  termination  ratings  on the  Clinical  Rating  Scale  (30%),  it became  the
primary  source  for  data  analysis.  Those  measures  of association  with  the
independent  variables  are  found  in Table  3.  Forty-one  percent  of the  sample
completed  treatment  and  59%  did not. Table  7 shows  the complete  breakdown
or this  variable.
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Chapter  Six:  Discussion  and  Implications
This  chapter  will address  the significant  findings  of the Family  Sexual
Abuse  Treatment  Program  evaluation  (FSATP).  The  format  will  parallel  that  of
Chapter  Five, beginning  with  the demographics,  then  the  service
characteristics,  followed  by the  outcome  results.  The  chapter  will  focus  on the
research  question  examining  the relationship  between  service  characteristics
and  client  outcomes,  and  the discussion  will relate  the  findings  back  to the
relevant  literature.  An assessment  of the  strengths  and  limitations  of the
evaluation,  recommendations,  and  implications  for  future  research  will conclude
the chapter.
Demoqraphics
There  is one  methodological  issue  to address  in this  section.  It is an
acknowledgement  that  some  or the  information  missing  from  the  forms  collected
for  this  evaluation  may  have  been  present  in other  areas  of the  files.  This
explanation  is not meant  to minimize  the missing  data;  if the  form  is important
enough  to include  in the  file, then  it ought  to be completed  consistently.  Instead,
it is meant  to provide  an alternative  interpretation  that  has implications  for  the
program's  record  keeping.  If clinicians  are being  asked  to fill in redundant
information,  then  there  should  be modifications  in the recording  system.
However,  if the  data  is missing  completely  from  the  files,  a follow  up system
appears  necessary  to assure  consistency  in the completion  of'relevant  forms.
Service  Characteristics
Lenqth  of Treatment
A significant  positive  relationship  was  found  between  the length  of
treatment  and the status  at case  closing.  As discussed  in Chapter  Three,  the
FSATP requires a minimum  one  year  commitment  to participate  in the program.
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The  data  shows  that clients who participated  for one year or longer had
significantly  higher  completions  rates.
Maturation,  the  natural  course  of recovery  from  intrafamilial  sexual
abuse,  could  account  for  these  cases. However,  there  is no uniform  interval
between  when  the  incest  occurred  and  when  the  clients  began  treatment.
There  were  an equal  number  of cases  who  completed  treatment  affer  attending
six months  to one  year  of treatment,  but  only  one  case  who  completed  treatment
after  less  than  six months.  If maturation  was  the  explanation  for  treatment
length,  there  would  be some  variation  according  to the  interval  between  the
incest  ending  and  the beginning  or treatment.  There  is no such  variation  and
therefore,  the  data  does  not support  maturation  as an explanation  of the  client
status  at case  closing.
An alternative  interpretation  suggests  that  shorter  courses  of treatment
may  not be as successful  in helping  clients  complete  the  program.  The  data
shows  a pattern  of increasing  ratios  of clients  who  completed  treatment  as
treatment  length  increased.  The  inverse  relationship  showed  the same  pattern.
As brief  therapy  becomes  more  prevalent  in other  treatment  populations,  it may
bear  consideration  Tor incestuous  families  to be exempt  from  that  trend.
Type  of Treatment
There  was  a significant  positive  relationship  found  between  the number
of group  therapy  sessions  and  the  status  at case  closing.  Maturation  as a
confounding  factor  in this  relationship  is unsupported  for  the  same  reasons
described  in the previous  section.  The  quantity  of group  therapy  as an
explanation  for program  completion  rates  appears  to lend  support  to the  largely
theoretical  literature  recommending  the  use of group  therapy.
There  are some  similarities  and  differences  in how  closely  the program
FSATP  Evaluation  43
model  fits  recommendations  in the  literature.  The  FSATP  utilizes  co-therapists
for  group  leadership  as suggested  by Greenspun  (1994)  and  Hildebrand  and
Forbes  (1987).  Group  techniques  that  are  adapted  to differences  among
groups  are also  consistent  with  the  treatment  methods  cited  in the  literature
(Corder  et al., 1990;  Hildebrand  & Forbes,  1987).  One  area  in which  the  FSATP
does  not parallel  the literature  is the  recommended  age  ranges  for  victims.  Both
the Pre-Adolescent  and Adolescent  Victims  groups  span  seven-year  age
ranges  rather  than  the  two  to five  years  suggested  (MacLennan,  1983;  Corder
et al., 1990;  Sturkie,  i983).  This  deviation  from  the  theoretical  knowledge  base
on incest  may  extend  the  time  needed  for  victims  to adequately  complete  the
program.  As there  were  22 victims  in this  evaluation,  this  deviation  may  account
for a portion  of the  cases  who  completed  treatment  in the FSATP  after  more
than  12 sessions.
Quantity  of Treatment
A significant  positive  relationship  was  found  between  the  total  number  or
treatments  (regardless  of type)  and  the status  at case  closing.  This  finding  may
serve  to illuminate  the length  of treatment  relationship  discussed  at the
beginning  of the  chapter.  Rather  than  measuring  outcome  in terms  of time  and
competing  with  maturation  as a rival explanation,  this  characteristic  measures  it
in terms  of units  of intervention.  Number  of treatments  provided  more  closely
links  the improvement,  as defined  by program  completion,  with  the  quantity  of
interventions.  Those  clients  possibly  less  motivated  for  treatment  or otherwise
not consistent  in their  attendance  are  controlled  for  with  this  measure,  and  the
relationship  was still strong.  Although  it does  not  completely  rule  out
confounding  factors, the  relationship  of the total  number  of treatments  to
program completion  helps  narrow  the possible  explanations.
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The  other  significant  finding  was  related  to the  quantity  of family  therapy
sessions  which  were  positively  associated  with  the  status  at case  closing.  The
FSATP  goals  correspond  closely  to the structural  and  communications  goals
cited  in the literature  (Trepper  & Barrett,  1989;  Larson  & Maddock,  1986;  Dixon
& Jenkins,  1981).  However,  it is unknown  to what  extent  the  actual  content  of
the  family  sessions  paralleled  the  goals  of the  program  design.
Another  issue  that  may  have  influenced  this  relationship  is the  criteria
used  to schedule  family  sessions.  According  to the model,  family  therapy  is
scheduled  on an "as  needed"  basis.  Several  questions  to examine  are:  1 )
Were  individuals  who  did not  participate  with  other  family  members  offered
equivalent  numbers  of family  therapy  sessions?  2) Whose  "needs"  were  taken
into consideration  for  holding  family  therapy  (the  family  unit's,  individual
members',  the program's)?  3) Who  attended  family  therapy  session  and to
what  extent  were  non-participating  members  invited?  Any  or all of these  isSueS
could  have  contributed  to the  relationship  found  in this  evaluation.
No relationship  was  found  between  the number  of individual  therapy
sesstons  and the status  at case  closing.  Individual  treatment,  like  Family
therapy,  was  held  as needed.  The  two  offenders  received  individual  therapy
and no family  therapy. Was  individual  therapy  offered  to them  as a replacement
for family  therapy? The same questions  could be asked  about  whose  needs
determined  the use and  frequency  of this  intervention.  The  courts  may  have
ordered no contact  for the offender  with family  members,  or other  factors  may
have influenced  the use of individual therapy  with this subgroup.  Selection  bias
may have also been a confounding  factor. Those  clients  who  were  impacted
more severely  by the  incest  could  have  been  the  ones  selected  for individual
attention and therefore  not be representative  of the impact  of the intervention  on
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the overall  sample.  There  are  few definitive conclusions to be drawn from the
data  regarding  individual  therapy  and more information is needed to clarify the
meaning  of the  findings.
Ranqe  of Family  Participation
There  was  a relationship  found  between  the range  of family  participation
and  the  status  at case  closing,  but  it was  not statistically  significant. There are a
number  of relevant  issues  to examine  in explaining  this  finding.
A relatively  high  number  of cases  participated  in treatment without other
Family  members  (n=2l  ). Although  the  FSATP  is organized  around  an integrated
view  of incest,  it also  accepts  subsystems  of families  for  treatment.  Even  though
this  fact  does  not  appear  to be related  to program  completion  rates,  it may  have
impacted  a hidden  statistic:  those  clients  who  did not  return  to group.  Despite
the  fact  that  the  specific  reasons  for  not  returning  are not known,  without family
support  it may  have  been  difficult  for  a single  member  or subsystem  to address
treatment  goals.  Those  goals,  related  to family  structure,  communication,  and
safety,  would  appear  to be less  amenable  to change  without  multiple
perspectives  and  contributions.  As there  were  a total  of two  families  where  the
victim(s),  parents,  and adolescent  offender  were  all involved  in treatment,  the
remaining  29 families  represented  subsystems.  The  program  may  not have
taken  this  fact  into  consideration  when  planning  the course  of treatment  and
what  accommodations  might  be required.  Next,  there  were  no siblings  served
by the program  in the  32 months  covered  by the evaluation.  This  result  adds
evidence  to the  literature  which  states  that  siblings  are a difficult  population  to
reach  in therapy  (Woodworth,  1991).  It is unknown  if siblings  participated  in
family  therapy  sessions  without  other  involvement  with  the  FSATP;  if they  did, it
might  have  lessened  any  impact  of their  absence  from  group  therapy.
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Finally,  there  were  two  offenders  who  participated  in groups  during  the
sampling  interval.  Neither  of those  clients  participated  in family  therapy  and
they  were  the  only  family  members  in treatment.  Similar  results  were  found  in
the Bander  et al. (1982)  evaluation  where  limited  efforts  were  focused  on
perpetrators  in family  therapy.  It is unknown  what  efforts,  if any,  were  made  to
reach  the  other  family  members  in either  program.  In addition,  offenders  in the
FSATP  are involuntary  clients  who  are court  ordered  to participate  in treatment.
Other  peer  group  members  contract  to participate  for one  year  and  as such,  they
are largely  voluntary  clients.  The  impact  of those  differing  statuses  on
participation  and  program  completion  is also  unknown.
One  or all of these  factors  may  have  contributed  to the  absence  of a
detectable  relationship  between  family  participation  and  the status  at case
closing.  Finally,  some  interaction  among  the  service  characteristics  could  not
be eliminated  as a confounding  factor.
Client  Outcomes
Proqress  on Proqram  Goals
This  measure  of the  dependent  variable  was  initially  intended  to be the
primary  focus  of the FSATP  evaluation.  As nearly  70%  of files  reviewed  were
missing  one  or both  scores  on the Clinical  Rating  Scale,  it could  not be used  to
analyze  the relationships  with  the service  characteristics  or examine  progress
outcomes  among  the  therapy  groups.
Despite  the gaps,  there  were  indicators  of at least  adequate  progress  on
three of the  ten program  goals. Although  definitive  conclusions  cannot  be
drawn  from  the 16 cases  compiled,  some  discussion  of the results  appears
appropriate
One of the  the  three  measure  of progress  could  be compared  with
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another  evaluation.  In the FSATP,  100%  of the 16 clients  made  at least  some
progress  in their  ability  to establish  healthy  relationships  with  peers.  Fifty-eight
percent  of the Bander  et al (1 982)  victims  improved  their  friendships  after
treatment.  Although  the  outcome  measure  was  similar  between  the  FSATP  and
Bander  et al (1982)  evaluations,  the FSATP  sample  included  all therapy
groups  and therefore  should  not be used  as anything  other  than  a cautious
comparison  with  the  other  evaluation's  victims.  The  other  goals  on the  Clinical
Rating  Scale  did not  closely  mirror  the  areas  measured  in the  other  evaluations.
Fourteen  of the  sixteen  clients  showed  at least  adequate  progress  on Goal  4:
"This  client  demonstrates  an ability  to recognize  his/her  own  feelings."  The
literature  on group  work  identifies  one  function  of therapy  as helping  the  client
deal  with  the complex  feelings  surrounding  the incest  (Richter,  Snider,  & Gorey,
1 997;  Randall,  1 995; Coulson  et al., 1 994;  Coleman  & Collins,  1 990;  Corder,
Haizlip,  & DeBoer,  1990;  Gagliano,  1987;  Giaretto,  1982;  Sgroi,  1982).  This
evaluation  finding  on Goal  4 would  appear  to support  the  group  work  theory,
although  it cannot  be linked  to one  intervention  alone.  As a result,  the
interaction  among  service  characteristics  cannot  be eliminated  as an alternative
explanation  of the results.
The  literature  on family  therapy  cites  improvement  in communication  as
one possible  outcome  of family  sessions  (Trepper  & Barrett,  1989;  Larson  &
Maddock, 1 986; Dixon & Jenkins,  1981  ). The  rate  of progress  on Goal  5. "This
client demonstrates  an ability  to communicate  directly"  showed  that  14 of 16
clients achieved at least  adequate  progress  as well.  Although  this  finding  also
appears  to support  the theoretical  literature,  no correlation  can  be definitively
established  with  the  specific  intervention.
Finally,  the relative  lack  of progress  on Goal  10. "This  client  has shared
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his/her  perspective  on the incest  with  appropriate  family  members"  should  also
be discussed.  Five of sixteen  clients  achieved  at least  adequate  progress  on
this  goal.  One  explanation  for this  finding  may  be the high number  of clients  in
treatment  without  other  family  members.  It would  appear  that  clients  would  be
less likely  to progress  in this area  without  some  time  with  family  members  in a
therapeutic  setting.  For 21 clients  in treatment  without  family,  this was not
accomplished  within  the confines  of the program.
In conclusion,  there  may  be a number  of reasons  that  there  were  gaps  in
the files  related  to the Clinical  Rating  Scale. Treating  clinicians  may  have  had
too little time  allotted  for paperwork  completion  and set  the Scale  at a lower
priority  compared  to progress  notes  or billing  documents.  Another  reason  may
be that  the Clinical  Rating  Scale  was  viewed  as duplication  of information  in
other  forms,  such  as quarterly  reviews,  which  address  progress  on goals  in a
less specific  manner.  Finally,  the program  may  not have  clearly  established  at
what  specific  intervals  the Scales  were  to be completed,  resulting  in
inconsistent implementation  and follow  througti.  Any or all of these  issues  may
have played  a role in the end result  of missing  Scale  ratings.
Status  at Case  Closing
Initially conceptualized  as a secondary  outcome  measure,  the status  at
case closing  became  the only  measure  with sufficient  data  to establish
relationships with the service characteristics.  Thirty-two  cases  in the sample  did
not complete treatment, with  25 of those  who did not return  to the program.  One
possible explanation for this  finding  was discussed  in the family  participation
section in terms of a lack or Family support through participation.  Despite  the
fact that the specific  reasons  for not returning  are not known,  without  family
support it may have been  difficult  for a single  member  or subsystem  to address
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treatment  goals.  As stated  earlier,  many  goals  would  appear  to be less
amenable  to change  without  other  family  members'  perspectives  and  support,
presumably  making  it harder  to stay  in the program.  Another  potential  reason
could  be the  52 cases  who  may  have  been  largely  voluntary  clients.  The  work
expected  of clients  in the program  is demanding  and  emotionally  taxing.
Perhaps  without  outside  motivation,  such  as a mandate  to attend,  the  treatment
is too  difficult  at times  and  results  in increased  drop-out  rate. In the  Woodworth
(1991  ) evaluation,  95%  or the  families  treated  completed  the  program.  No
information  was  available  on the  legal  status  of those  clients,  so a comparison
beyond  the  numbers  is not  possible.  However,  the  fact  that  Woodworth's
sample  was  families  composed  of offenders,  mothers,  victims,  and  included
siblings  may  strengthen  the  argument  for  explanations  provided  in the  family
participation  section.
Strengths  and  Limitations
The  strength  of this  research  is in its ex post  facto  design.  There  was
reduced  potential  for respondent  bias  in the  outcome  measures  chosen  as all
records  were  completed  prior  to the initiation  of the research.  This  potential
bias  might  have  been  increased  if surveys  or follow  up interviews  had been
used instead. Since the therapists  who completed  the Clinical  Rating Scales
and  closing  status  were  not under  study  at the  time  of completion,  respondent
bias  was  likely  decreased  in that  they  were  not under  pressure  to make
themselves  or the  program  "look  good". In addition,  measurement  of treatment
progress  was  based  on an instrument  constructed  expressly  for  an incest
treatment  setting.  The  program  is described  in sufficient  detail  to allow  for
replication of the evaluation  in another setting.  Finally,  researcher  bias  was
addressed  with the sample selection and anonymous  data  collection.
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Similarly,  the limitations  of the  research  could  also  be linked  to the
design.  Reliance  on existing  data  limited  collection  to what  was  contained  in
the  client  files.  Data  was  only  as complete  as the  existing  information  allowed,
and  gaps  in the  data  were  unavoidable.  However,  since  the research  was  a
program  evaluation,  gaps  also  revealed  any  record  keeping  problems  in a
systematic  review  of 32 months  or client  files.
The  findings  are not  generalizable  to other  treatment  programs,  but
cautious  comparisons  could  be made  with  similar  program  models.  The  final
limitation  is that  there  was  no exploration  of the  cost-effectiveness  of the  FSATP.
A cost-benefit  analysis  was  not  conducted  as the  data  collected  was  intended
only  for  ongoing  program  development,  not  to make  decisions  about  the
continuation  of the FSATP.
Recommendations
The  following  section  will address  practice  implications  for  the FSATP
based  on the results  of this  evaluation.
Increase  the Ranqe  of Family  Participation
The  most  notable  gap  in the FSATP  evaluation  is in the range  of family
participation. Every  aspect  of the  program  is based  on and  organized  around
theories about  families,  how  they  interact  with  one  another  and  with  larger
systems. Despite this foundation,  the  program  actually  served  very  few  families
with multiple participating members  and  fewer  still with  the  victim,  spouse  and
perpetrator. Siblings  were  completely  absent  from  group  participation  and it is
unclear to what  extent  they  were  involved  with  family  therapy.
Upon intake, the program  should  make  every  effort  possible  to involve  all
members of the family  in family  therapy  and in groups,  where  appropriate.  The
FSATP might consider including  other  people  outside  of the immediate  family  or
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household  members  for  family  therapy  to support  an individual  or subsystem
Extended  family  members,  long-term  foster  parents,  or others  as appropriate
could  be sources  of information  as well  as provide  ongoing  encouragement  to
participants  At a minimum,  the  FSATP  needs  to examine  the  theoretical  base
and  program  structure  upon  which  it was  built  and  determine  how  better  to
adapt  it to the  changing  needs  of its client  base.
Improve  Trackinq  of Clients  Who  Do Not  Return
As there  were  significant  numbers  of clients  who  did not return  to FSATP,
a standardized  response  at earlier  points  needs  to be implemented.  One  model
for  connecting  with  client  who  miss  sessions  without  notice  would  require  a
letter  to the  client  and  referral  source  within  24 hours  or the  missed
appointment.  A phone  call  from  the clinician  they  were  scheduled  with,  again  to
the client  and referral  source,  could  follow  the second  failure  to attend.  A final
attempt  to reach  the  client  would  be a separate  appointment  to discuss  tt'ie
absence  in a supportive,  non-confrontational  manner.  If there  are barriers  to
attendance  that  can  be altered,  these  successive  levels  of contact  allow  ample
opportunity  for  exploration  and  problem  solving  efforts.  At the  very  least,  a better
sense  of why  the client  has not returned  will result.
Reduce  the  Age  Ranges  in the  Victim  Groups
The  victims  served  by the  program  currently  span  seven  years  in both
groups. This age range, especially  in the Pre-Adolescent  group, is too  large  to
adequately  meet  the  developmental  needs  of the girls  at either  extreme.  It is
difficult  to imagine  turning away  girls  because  of their  age, but  at the  same  time,
it appears necessary  in order  for  those  accepted  to be served  well. The  FSATP
should revise the program  structure  to serve  three  groups  of victims.  Ages  6 to
9 should be served in a Girls'  group,  10 to 13 year  old girls  in the Pre-
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Adolescent  group,  and  victims  ages  14 to 17 in the Adolescent  group.  The
change  would  place  the  groups  near  the upper  limit  recommended  by the
literature  without  restricting  access  to the  groups.
Improve  Consistency  in Client  Records
As there  were  multiple  gaps  in all or the  sampled  files,  client  records
represent  an area  where  change  is needed.  In an era of increasing  scrutiny  by
third-party  payers,  consistent  documentation  is critical  to both  program
reimbursement  and clients'  access  to services.  With  clinician  input,  the program
coordinator  should  review  the  papenuork  required  for FSATP  clients,  clarify  the
purpose  for  each  form,  and  reduce  those  without  a clear  function.  A key
component  is to reduce  any  duplicate  or unnecessary  forms  while  maintaining  a
uniform  quality  in completing  those  that  remain.  The  Clinical  Rating  Scale  in
particular  should  be examined  and  a decision  made  about  its use and  timing.
Some  measure  of outcomes  is necessary  for ongoing  evaluation  and  follow-up;
the  Scale  will need  to be consistently  utilized,  amended,  or replaced  by the
FSATP according  to their  needs.  Random  audits  by the  program  coordinator  or
designee  should  also  be implemented  to serve  a monitoring  function  in
assuring  continuing  quality.
Implications  for  Future  Research
The  evaluation  knowledge  base  continues  to require  expansion  in order
to compare  programs  and  build  new  program  and  research  models.  Other
programs  could  use a similar  model  of evaluation  to compare  service
characteristics  and program completion  outcomes.  Regardless  of the  design,
more research needs to establish  correlations  between treatment  methods  and
outcomes  so that there is empirical  evidence  to support  or invalidate  the
theoretical  models  presented  in the literature.  For  the FSATP,  an ongoing
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evaluation  component  needs  to be incorporated into whatever changes are
made  to the  existing  paperwork.
Several  issues  that  could  be addressed  in future  evaluations of the
FSATP  are: 1) Follow  up ratings  on progress  measures  at 6 and 12 month
intervals  to address  permanence  of treatment  effect;  2) Replicate the evaluation
in one  year  to determine  the  impact  of separating  offender  treatment into
another  agency's  program  (as of February  1996);  and 3) Conduct pre- and post
tests  of the  progress  measures  each  time  a client  begins  individual therapy to
determine  more  precisely  the impact  on program  completion.
Conclusions
Given  that  intrafamilial  sexual  abuse  is both  a serious  social  problem  and
difficult  to treat  (Powell  & Ilett, 1992),  determining  the  effect  of treatment  models
remains  a critical  need.  Evaluation  studies,  in particular,  allow  researchers  to
address  the differences  between  theoretical  models  and implemented
programs.  The  FSATP  study  provides  some  initial  empirical  support  for  an
integrated  model  of treating  incest,  but  it is not sufficient  to stop  with  one
evaluation.  Because  of the potential  to impact  the lives  of families  in positive  or
negative  ways,  ongoing  research  is needed  to continue  to refine  the  program.
As public  resources  decline,  it is incumbent  upon  programs  such  as the FSATP
to address  the  problem  of incest  in a dynamic  fashion.  This  responsibility
requires  the  attention  of all systems  involved  in planning:  clinical  staff;  agency
administrators;  county  advisors;  communities.  Only  through  a multiple  systems
approach  to change  will  this  integrated  FSATP  continue  to positively  impact  the
lives  it touches.
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Appendix  A
Clinical  Rating  Scale  for  Participants
In Incest  Treatment
The  following  scale  can be used  to rate  clients'  progress  on treatment
goals.  Progress  can  be rated  during  a particular  session  or it can  be used  torate  overall  progress  since  the  last  rating.  The  type  of rating  should  be noted  inthe  space  provided  below.
Therapist  Name: Date  or Rating:
Client  Name:
Date  Client  Entered  Program:
Type  of Rating:
Today's  Session: Since  Last  Rating:





no  some  adequate







Victims:  Victims  recognize  that  they  are not responsible  for  the  incest.
Mothers:  Mothers  recognize  how  their  behavior  may  have  played  into  the  incestbut  they  recognize  that  they  are  not  responsible  for  their  husbands'  behaviors.
They  also  do not  think  they  could've  stopped  the incest  if they  had been  moresexual  with  the  man.
Perpetrators:  Fathers  take  responsibility  for  the incest.  They  make  no excuses,and  they  do not  rationalize,  minimize,  or use  projections.  They  have  an
unqualified  acceptance  of their  own  responsibility.  They  have  appropriate  affectand  a range  of affect  when  they  are  stating  their  responsibility  for  the  incest.
They  are  straightforward  about  their  responsibility  for  the incest.
Parent(s):  Parent(s)  recognize  how  their  behavior  may  have  played  into  theincest  but  they  recognize  that  they  are not responsible  for  their  child's
behaviors.
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For  all family  members:  no blaming  of others  For the  incest,  allowing  other
people  to take  appropriate  responsibility  for  their  roles  and  behavior  in the
incest,  not  caretaking,  not  feeling  guilty  about  the  punishment  perpetrator  may
receive,  feeling  ok whether  the  perp  is in jail or out  of the  house,  making  no
excuses  for  the  behavior  or any  other  family  member  involved  in the  incest,  no
rationalizing  the  behavior  of the  perpetrator,  perpetrator  and  mother
demonstrate  a recognition  or their  responsibility  to protect  their  children
appropriately.

















This  can  be measured  by clients'  statements,  behaviors,  and  self-report:  do
family  members  really  know  what  happened  to each  other.  Other  concrete
behaviors:  understanding  intergenerational  transmission,  family  boundaries
and  family  structure  at the  time  of the  incest  are understood  along  age
appropriate  lines.
3. This  client  demonstrates  an ability  to establish  healthy  relationships  with
peers.
0 12
not addressed  no  some










Clients  have  developed  a sense  of trust  and  have  a support  network;  they  are
direct and  not gamey;  clients  are not  in abusive  relationships;  relationships
demonstrate  mutual  respect;  traditional  sex  role relationships  are ok as long  as
no one  partner  is harming  another  through  power  play  and manipulation.  For
parents, mothers and  perps  the main  relationship  to assess  is the marital
relationship;  for  victims  and  siblings  their  male  and female  relationships.
4. This client demonstrates an ability to recognize  his/her  own  feelings.
012
not addressed  no  some
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The  behaviors  this  item covers  are  the  ability  to name  feelings  and  to recognize
a range  of feelings;  congruence  between  affect  and  behavior;  consistency
between  affect  and  behavior;  recognition  of the  feelings  going on during the
perpetration  ( a lot of perpetrators  don't  know);  naming  and understanding the
feelings  which  precede,  follow,  and  occur  during  the  abuse-particularly  for  the
perpetrator.
















The  behaviors  this  item covers  include  following  through  from  peer  group  to
family  therapy,  no switchboarding,  no triangulation,  client  approaches  the
source;  client  has to sort  through  and  recognize  the  feelings  first  and next
decide  whether  she/he  wants  to communicate  them  or not; mutual  respect-
accept  other  people's  communications  to them;  assertive  responses;  the  use of
statements;  affective  responses;  congruent  responses.
















This  includes  demonstrating  empathy;  perceptiveness;  identifying  congruence;
not  invalidating  the  feelings  or thoughts  of others;  acknowledging  the  the
feelings  of others.  This  item is an indicator  of lack  of self-centeredness.
7. This  client  demonstrates  taking  appropriate  roles  in the  family  structure.
012
not addressed  no  some










This  item is to rate  whether  they  are  taking  appropriate  roles  in the  family
structure:  taking  age-appropriate  responsibilities  within  the  family  and none
that  are inappropriate  to their  age. Children  are not  "parenting"  the  parents,  nor
taking  a parental  role  with  other  children,  except  as appropriate  to the  family
structure.  Adults  are neither  playing  a compliant  "child-like"  or domineering  role
to their  spouse  nor a "peer-like"  role  to the children.  They  are  able  to voice  their
opinions;  are neither  meek  and  passive  nor  overbearing  and  tyrannical.  They
respect  the  sexual  boundaries  of other  family  members.  This  item is really
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about  balance  in family  structure  and relationships.

















Clients  demonstrate  their  understanding  of what  sexual  assault  and abuse  are;they  have  demonstrated  specific  behaviors  which  will prevent  them  from beingabusive  or being  abused.  They  know  about  other  family  members'  protection
plans  along  age and role appropriate  lines.  For parents,  mothers,  andperpetrators,  they  demonstrate  their  role of being  protectors  of their  children  inan appropriate  way;  they  demonstrate  their  knowledge  or the behaviors  of theirchildren  when  their  children  are under  stress,  and they  deal appropriately  withthe children's  stress.
















Know  names  of body  parts-proper  labels;  can talk about  human  sexuality;  canask for what  they  want  sexually;  can identify  their  own attitudes  toward  sexuality;can distinguish  sex role iSSueS  from gender  identity  (difference  between  beingmale  and female  and the stereotyped  roles  associated  with  males  and females;Understand  their  own sexual  identity  (hetero,  home,  bi, not sure, still definingand open  about  it); can differentiate  between  sex and intimacy;  comfort  withsame  sex feelings;  no extremes  in sex role identity,  no extremes  in sex rolebehavior,  sexual  behavior  (sex three  times  a day  or more, no sex  For months-foradults  of course);  demonstrates  using  safe sex; demonstrates  using
contraception;  ability  to pertorm  roles  associated  with  either  males  or females(androgynous);  demonstrates  an understanding  of own sexual  developmentand history.
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There  are  different  levels  of sharing  of perspectives  according  to generational
boundaries;  generational  boundaries  are respected;  in general,  family
members  understand  how  each  sees  the  incest  along  appropriate  age  and
generational  lines.
Do not use without  permission
Contact:  Jane  F. Gilgun,  School  of Social  Work,  University  of Minnesota,  224
Church  Street,  SE, Minneapolis,  MN 55455




(1)  Family#  (1-?)
(2) Peer  Group  (1 =V,  2=0,  3=NOS,  4=Parent,  5=AdolO,  6=Sib)
(3)  Years/Age  (4)  Income
(5) AFDC  (1=Y,  O=N)  (6)  Family  Size
(7) Referral  Source  (1=SS,  2=CJ,  3=Self,  4=MH)
Service  Characteristics
(8) Total  # Visits  (9) Time  in Program/Days
(10)  Had Individual  Therapy  (1 =Y,  O=N)  (11 ) # Sessions
(12)  Had Peer  Group  Therapy   (1=Y,  O=N)  (13) # Sessions
(14)  Had Family  Therapy  (1 =Y,  0=N)  (15) # Sessions
(16) Other  Sessions  (1=Y,  0=N)  (17) # Sessions
(18) Victim  Received  Services   (1=Y,  O=N)
(19) Non-Offending  Spouse  Received  Services  (1=Y,  O=N)
(20) Offender  Received  Services  (1 =Y,  O=N)
(21)  Parent  of Adolescent  Offender  Received  Services  (1=Y,  O=N)
(22) Adolescent  Offender  Received  Services  (1=Y,  O=N)
(23)  Sibling  Received  Services  (1=Y,  0=N)
Outcome  Measures
(24) Goal  #1 1 st Rating  (24) 2nd  Rating
(25) Goal  #2  1 st Rating  (26) 2nd  Rating
(27) Goal  #3  1 st Rating  (28) 2nd Rating
(29) Goal  #4'  1st  Rating  (30) 2nd  Rating
(31) Goal#5  1stRating  (32) 2ndRating
(33) Goal  #6  5 st Rating  (34) 2nd Rating
(35) Goal  #7  1 st Rating  (36) 2nd Rating
(37) Goal  #8  1st  Rating  (38) 2nd Rating
(39) Goal  #9  1 st Rating  (40) 2nd  Rating
(41 ) Goal  #1 01  st Rating  (42) 2nd Rating
(43) How  Ended  (l=Grad,  2=Didn't  Return,  3=Prog.  Terminated,
4=Unknown)
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Appendix  C
DATE:  December  16, 1996
FROM:
Laura  J. Skogen
1003  8th  Street  NE
Staples  MN  56479
nl "( Aj/"
FAX  612-330-1649
Rita  R. Weisbrod,  Ph.D.
Chair
Institutional  Review  Board
612-3301  227  or
E-mail  : weisbrod@augsburg.edu
RE:  Your  IRB Application:  "An  Outcomes  Evaluation  of a Family  Sexual  Abuse  Treatment  Program"
I am pleased  to informed  you  that  your  application  has been  approved  without  conditions.
Your  application  is exempt  from  full  board  review  under  category  4 (data  records  stripped  of  identifiers).
Your  IRB approval  # is 96-26-1.
I am returning  one  copy  of your  application  to  you  in your  reply  envelope,  as you  requested.
If there  are  substantive  changes  to  the  project  which  change  your  use  of human  subjects,  you  should
report  them  to me so that  they  may  be reviewed  for  possible  increased  risk.
I wish  you  well  in this  interesting  research  project!
Copy:  Clarice  Staff,  Thesis  Adviser
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